Circumportal pancreas (CP) is an unusual pancreatic anomaly occurring in 1.1 to 2.5% of individuals, where there is abnormal fusion of the uncinate process to the main pancreatic body occurring to the left of the portal vein-superior mesenteric vein (PV-SMV) junction. Since it was first described in 1987, there have only been a few reports documented in the literature. We recently encountered 2 such cases. Patient 1 was an 81-year-old man who presented with weight loss. Computed tomography (CT) scan revealed an atrophic pancreas with dilated pancreatic duct and a nodule at the head of pancreas, suspicious for a main-duct intraductal papillary mucinous neoplasm (IPMN) with malignant change. During surgery, we discovered that the uncinate process of the pancreas was completely wrapped around the SMV and fused with the main body, resulting in encasement of the PV-SMV junction. The patient also had a replaced right hepatic artery (RHA). Patient 2 was a 76-year-old man who complained of several weeks of abdominal discomfort. A CT scan showed a dilated common bile duct with a distal mass, worrisome for distal cholangiocarcinoma. Intra-operatively, he was similarly found to have union of the uncinate process of the pancreas with the main body occurring to the left of the PV-SMV confluence, with bilateral anomalous hepatic arteries. We present a brief review of the literature surrounding this condition. Although CP is usually asymptomatic, failure to recognize it may lead to serious consequences. (Ann Hepatobiliary Pancreat Surg 2019;23:300-304)
INTRODUCTION
Circumportal pancreas (CP) is an unusual pancreatic anomaly occurring in 1.1 to 2.5% of individuals, where there is an abnormal fusion of the uncinate process to the main pancreatic body occurring to the left of the portal vein-superior mesenteric vein (PV-SMV) junction, resulting in a complete encasement of the vessels. Since it was first reported in 1987 by Suguira et al, there have only been a few case reports and small case series of this condition. Here we present our recent experience with two such patients with this condition, both of whom were diagnosed intraoperatively.
CASE

Patient 1
An 81-year-old Chinese male with a background of diabetes mellitus, hypertension, and hyperlipidaemia presented with a three-month history of loss of weight with no other associated symptoms. Clinical examination was unremarkable, and blood tests such as full blood count, renal panel and liver function test were all normal.
A computed tomography (CT) scan revealed an atrophic pancreas with dilated pancreatic duct up to 3 cm, with a 3.5 cm soft tissue nodule at the head of the pancreas. Ca 19-9 was elevated at 44.4. A presumptive diagnosis of main-duct intraductal papillary mucinous neoplasm (IPMN) with possible malignant change was made, and the patient was counselled for total pancreatectomy with splenectomy.
Intra-operatively, after dividing the gastrocolic ligament we entered the lesser sac to visualise the pancreas. Interestingly, we discovered that the uncinate process of the pancreas was completely wrapped around the superior mesenteric vein (SMV) and fused with the main body of 
DISCUSSION
Circumportal pancreas (CP) is a rare congenital anomaly of the pancreas where there is an abnormal fusion of 1 While this occurs normally in pigs, in humans the incidence ranges from 1.1 to 2.5%. 2 It was first reported in 1987 by Suguira et al. 3 as hypertrophy of the uncinate process of the pancreas encircling the superior mesenteric vein and artery. Various terms have been used to describe it, including portal annular pancreas, 4, 5 periportal annular pancreas, complete pancreatic encasement of the portal vein and superior mesenteric vein running through the pancreas. [6] [7] [8] Owing to the rarity of the condition, it has been documented mainly as case reports and small case series. Although CP usually does not cause any symptoms, it is important for clinicians to be aware of this condition for a number of reasons. First, because of the rarity of the condition, CP may not be easily recognized on pre-operative imaging, as was the case in both of our patients.
In the past, it has been mistaken for an extension of the caudate lobe of the liver, periportal lymphadenopathy, 16 pancreatic tumour encasing the portal vein 8, 17 or even residual neoplasia post resection which resulted in unnecessary surgery. 2 Second, CP has been associated with a higher rate of post-operative pancreatic fistula (POPF) following pancreatectomies. 1, 5, 6, 18 This is because division of the pancreatic tissue at the level of the PV-SMV junction in CP results in two cut surfaces (dorsal and ventral to the PV). 7, 19 If the retroportal duct is not addressed adequately during surgery, there may be leakage of pancreatic enzymes. In Finally, CP may be associated with variant hepatic arterial anatomy in up to 31% of the cases. 11 These include replaced RHA arising from the SMA and replaced LHA arising from the LGA as was the case in both our patients, or even complete encasement of the common hepatic artery in the pancreatic parenchyma. 2 If these are not recognized appropriately during surgery and are inadvertently ligated, there may be disastrous consequences.
